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ST DE!‘RESSK))J ON HOLTER ITOR WRING H09PiTAtZAT~ FOR 
ACUTE MYOCARDlAL INFARCTlON DOES NOT PREDICT SUBSEQUENT 
CARDIACEVENTS 
Syed J&i, Gerard0 Polenco, Diane Frank, 
Nancy Sullivan, Henry Ford Hospilal, Detroit, MI 
The incidence and prognostic value of ST depression detected 
during 24.hour Holler monitoring (HM) in 161 patients with 
acute myocardial infarction was prospectively evaluated during 
an averaae 10 month (296 f 201 days) follow-up. Holter 
monitoring was positive (ST+) in 27 path&, negative (ST-) in 
76 Datients and could not be analyzed (Unable) for ST in 58 
patiints because of digoxin use, bundle branch block, abnormal 
ST or technical problems. Time from admission to Halter 
monitoring was 7.0 f 3.4 d;rys. The 3 groups had comparable 
baseline demographics, coronary anatomy and left ventricular 
ejection fractions in those who were studied. Cardiac events 
documented subsequent to the Halter monitoring included death 
(D), recurrent MI (RMI), congestive heart failure (CHF), 
ocrcnary angloplasty (PTCA) and bypass su 
: ST depression occurs In 26% of recordable patients 7 
days after acute myocardial Infarction. Its presence does not 
identify a subgroup of patients at higher risk of subsequent 
cardiac events. 
INCIDENCE AND SIGNIFICANCE OF ABNORMAL SIGNAL-AVERAGED 
ECGS AS DETERHINED SERIALLY AFTER KYOCARDIAL INFARCTION 
Andrew J. Boulet, Ann Walling, Tuhin 
K. Chaudhuri. Robeit J. Chilton, Deborah A. Hauger 6 
Robert A. O’Pourke. U. TX. Hlth. SC. Ctr. 6 AMVAH, San 
Antonio, TX. 
To assess the time course of abnormal (+) signal- 
evereged (SA) ECG’s and correlation with indicators of 
high risk, we prospectively studied 65 post-MI pts with 
serial SA-ECG’s and standard methods of risk assessment. 
(t) SA-ECG criteria were: (a) QRS duration 2114 msec, (b) 
RMS of last 40 msec <20 NV, or (c) duration of terminal 
RMS ~40 rV lasting 238 msec. 51 pts had SA-ECC’s both in 
the 1st 4 days and at 7-10 days post-MI. (+) SA-ECG’s at 
day 7.10 occurred in 23 of 51, 4 of whom had (-) SA-ECG’s 
on ell prior studies. Only 4 of 28 with (-) SA-ECC’S at 
day 7-10 had o previous (+) SA-ECG and all were (+) only 
by criterion (c), suggesting its low specificity when used 
alone. Ali 17 pts with (+) SA-ECG’S by 22 criteria on 
days O-4 also had (+) SA-ECG’s between days 7 and 10. 
When studied at 6 weeks to 6 months post-MI, 6/21 pts with 
(+) SA-ECC’s at day 7-10 developed (-) SA-ECG’S; 4 of 
these 6 had been (+) at day 7-10 by criterion (c) only. 
5/21 pts with negative SA-ECG’s at day 7-10 subsequently 
developed (t) SA-ECG’s but 2/S were (+) by criterion (c) 
only. X2 analysis shoved no correlation between (+) SA- 
ECG and EF <40% (RNA), exercise-induced Tl defects, or 
ventricular arrhythmias on ambulatory 
However, 
recordings. 
an open infarct-related artery on predischarp? 
arteriography was strongly associated with a negative SA- 
ECC at day 7-10 (15/18, X2 - 6.64, p s.01). Thus, the 
optimal time for pre-discharge SA-ECG testing is 7-10 days 
post-MI. criterion (c) should not be used alone for n (+) 
SA-ECG, and a negative SA-ECG at day 7-10 is strongly 
associeted with an open infarct-related artery. 
J. Thomas Bigger Jr., Richard C. Steiamsn, Joseph L. Rek 
:~deM.Rolnitzky,ColumbiaUniver~ity,NewYork,NV. 
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IDENTIFICATION OF PATIENTS AT HIGH 
RRENCES OF VENTRICULAR TACHYCARDIA 
RDIAL INFARCTION 
Johannes 
and *Heidelberg, Germany 
A prognostic index for 
developed from stepwis 
analysis of 7 clinical variables in a 
group of 206 pts with 
or fibrillation (VT/VP) 
tion . 74/206 (36%) had REC of VT after 3.4&4 
yrs of follow-up. Three variables were selected 
from the stepwise logistic discriminant analysis 
of the study group:Delay myocardial infarction- 
arrhythmia (<2m=1,>2m=2,drug therapy other than 
sotalol (sotalol= 1, no sotalol=Z) and VT as 
presenting arrhythmia (VT=l, VF=2).The prognos- 
tic index was: 4.27 - 0.56 delay - 1.94 therapy 
+ 0.86 VT. This prognostic index was validated 
in a test group consisting of 158 pts with VT/W 
after myocardial infarction. 27/158 (17%) had 
REC in this group (follow-up 2.4f2). Pts were 
allocated into different classes with decreasing 
prognostic index associated with 
risk. Three subgroups of pts were 
increasing 
High risk for RISC! (index e-2: REC 
tified. 
inter- 
mediate risk (c-2 to+l:REC 33%) and low risk(>- 
1iREC 3%). When the high risk group was compared 
to low risk group sensitivity,specificity,predi- 
.ctive values were 94%, 79 %, 47% (+),99% (0) 
respectively. The use of this prognostic index 
may be the basis for selecting treatment of pts 
with VT after myocardial infarction 
